
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

February 15, 2013

Ms. Paula Patorti, Administrator
Our House At Park Terrace
48 South Main Street
Rutland, VT 05701

Dear Ms. Patorti:

Provider #: 0146

Enclosed is a copy of your acceptable plans of correction for the complaint investigation
conducted on January 14, 2013. Please post this document in a prominent place in your
facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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R11 Initial CommentB: .

I The OMsID" of LiGensing and protection
. conducted an unannounced onslte inve,stigadonIof 8 facility-reported death on 1/1411 ~ to
determine complial'1c;;e with Vermont R8!lidentlal

\

'Care Home licensing Regulations. Reguilitory
deficienclss were cited as a l"96ult, one of which
I required Immediate corrective action to ensure
\ lh~ health and safety of residents of the {aGility.

R101~v. RESIDENT CARE AND HOME S£RVlCES .
SSo=D

1i5.1. Eligibility
. 5.1.a The licensee shall not ~coeplor retain as ~

I
resident any 'indivtdual who meets level of care
eligibility for nursing home admission, or who

. otherwlse has care fleeds lNh\ch exceed what I.t1eI home is able to safelY and approprlBtelY provide.
Ii This REQUIREMENT 18 not met as evidenced
I by: . .
I .

\

Based on.taff interview and reoord ",view, the
faCIlity accepted and retained a resident
(Resident #1 )whose ~~ !'leeds exceeded WhBt
; the tlome Is licensed to provide. f:'lndlnge include:

I Per record revIeW on 1n4J13 at 9:50 AM,
Resident # 1 was recelvlQg feedings and
medications via a gastrostomy (G) tube with the
i essi8tance and Invol\lemen\ af staff, Which

\
constitutes nursing care filS defined by the
regulations. Review of the Medi~tjon
AdmlnlstrBtlofl records showed that the resident
did Indeed receive rnedlClltlOna 'lis the G.tube.
I Physicjan progress notes and the Resident's plan

1
of care Indlceted that the R~ident recellled tube \
feeding. At" 11:65 ANI on 1(14/13, the facility
. Administrator connrmed that ltJe resident
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This REQUIREMENT is not met 8S eYldanced
:by:
; Based on staff interview and record revlaw the
: tadlf\y faMed to determine if 5 at 9 residents had
! advance directIVes (Residentll# 1, 3, 4, 6, 8).I findings include:

. Per record reVi~. ~t 11 :00 AM, fJ1e
above 5 raslde"~ence of advanced
dIrectives on file. The facility Administrator
(O()n1irmed this at 11 :08 AM.

j S.2.b. On ~ml~O, the home mum alSo I
I dete~ine if the resident has any form Qf advance \'
. directiVe and exptaln the resident's right under
. state law to formulate. or not to formulate, an .
~advance directNe. My' change of rate or services l'
: shall ba preceded by 3 thirty (30) day written
: notice to the resident snd the resIdent's legal I'

: representative, tr any.

\
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5.6 General Care

~5.2 Admission
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I

I
IR110i V. RESIDENT CARE AND HOME SERVICES

ss=e!,

Division of Ucensina and protection
STATeMEIfT Of DEAt:IENCIES
MD P}.AN OF COME.CTION

. OUR HOUSE AT PARI( TERRACE

6.5.3 Upon a reslden!:'s admission to ~
residential care home, nec:essery aerviC81 sha'i

: be provided or amll'lgfld to meet the resident's
: pefSonal, psychosocial. nurglng ~nd medical cere
needs.
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: This REQUIREMENT 16not met as e'tIldenced

\
by:

, Based on staff interview and racord revIeW the
I facility failed to provide neaJssary services to
Imeet the medical needS of Residant'1 when the
. resident was found unJ'espdnshte. Findings

\

include:

Perrecord revi~ on 11'4113 at 9:50AM. staff

\

:dId not notify the Emergency Medical system
(EMS) or initiateCardiopulmonaryR9Bu~on

_(CPR) after finding Resident 1" app~e11t1y
i deooasecJ. Per a nu~lng note 1n/13 at2:15 AM.
I a caregiver found RMidenl #1 in a recliner in!hi~er room and resident had "p815Sed away". A I

\

'nursIng note by a faollity Registered Nurse (RN)
dated 1nl13 at 2:45 AM stated that ReSident#1

, was assessed by RN and fOund without hear:t or
I respiratory rates- $\(ln was cool to touch and! pale. Rigor Mortis had started, RN pronOllnced
, the resident deceased at 2;45 AM.

~\Per record reviElW, the resident had no adv~nced
directives on file and there was no 0'0 Not .
Resuscitate (DNR) order in the clinlca1 mt:Of'et. On I

I-1/14/13 at 10':45 AM, \tie Administrator confirmed.
that ResIdent #1 had no,adv~nceddIrectives and \

. there was r'lo DNR order. The Admlnlstmtor 9180
confinned that the csAlgiver aid not Initiate CPR I

\ and EMS was not called. Per Interview with the
: facility RN on 1114/13, the RN stated slhe

I received a call from tile eeregiver at I
. approximately 2:15 AM on 117/13 stating Residant

#1 had died, The RN s1aled;/he contacted the '
facility Administrator and the decision ~ made \

i for the RN to come to the facUltYand esesa the \
\ resident The RN stated that the driVe to the
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, faCIlity was appro~~~lnuteCl.

The RN stated that itWBS hls/har belief thlt In litil
of an advanced dlmctlve or CNR order that CP.R \
was to be in~ted and EMS called. The Rl\I
i cordlrmed that neither; of ttlese happened. The
i facllity'8 "De~th Polk¥' stales that. If a resident IS
: found possibly deceased, ctwBck pulse. If it's
weak, yO\l cannot find one, or 1here are obVlou5
signs of death, can RN lmmedlatelyt The RN will
i advise wtlether to call 91.1.
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\5.6 L..eve1of cate and Nursing ServIces

i 5.9.b The following services are not permitted In
: l! residential care home except under aIvariance
, granted by tne licensing agency: intravenous
thBf3PY; ventilators or rnsp!mtDr&; dally catheter
Irrlgatton; feeding tubes; care of stage III or IV
decubitus; auctioning; startle dresslng6,

R142 V. RESIDENT CARE AND HOME SERVICES
. ss=o

: This REQUIREMENT is not met as evidenced
I by: .i Based on staff InterVIeW and I'eCOrd review the
! ~clfity admitted and provided services to e
: resident with a feeding tube wtthout Ii variar'lce
~from the licensing agency. Findings Include: ,

1 Per record review on 1/14'13. 9:~Q AM,
Resident # 1 was receiving feedings end
: medl~on9 via a gastrostomy (G) tub~ with the
assistance and Involvement of staff. Review of
the MedIcation Admini.9tration recorda 9howed
that the resident did indeed receive medlc8tl0t18
: via the G-tllbe- Physlclan progresQ notel and d1e
Residenl"s plan or cere Indicated that the
. Resident received tube feeding. At 11:55 AM on !

DMitpoOfDcienall111 and plQt8dion
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: 1'14/13, the fBcilltY Adrninistnl1Dr confirmed thatI the resIdent receNed medlartlona and nutrition
! Via a G-tube. '
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